For decades, the standard of care for a paraesophageal hiatal hernia (PEH) was surgical repair after diagnosis, irrespective of symptoms. This standard of care was based on the reported high risk of acute gastric volvulus, strangulation, bleeding, or obstruction associated with untreated PEH and on the high mortality associated with emergency repair. 1,2 A paradigm shift occurred in 2002, when Stylopoulos et al, 3 using Markov analysis, found that watchful waiting was superior to elective repair for patients older than 65 years of age with a minimally symptomatic PEH. As a result, many patients with a PEH deferred surgery and opted for watchful waiting. A predictable consequence of watchful waiting has been an increase in the number of patients presenting with an acute PEH, sometimes with catastrophic outcomes. 4 We characterized outcomes of emergency PEH repair in the modern era compared with elective repair using data from the American College of Surgeons National Surgical Quality Improvement Program.
Methods | We reviewed all PEH repairs reported to the American College of Surgeons National Surgical Quality Improvement Program from 2005 to 2012. Inclusion criteria were an age of 18 years or older at the time of surgery, an International Classification of Diseases, Ninth Revision (ICD-9) primary diagnosis code of diaphragmatic hernia (ie, ICD-9 code 551.3, 552.3, or 553.3), and a primary Current Procedural Terminology code indicating repair, as described by Mungo et al. 5 Demographic data, comorbidities, and preoperative laboratory values were reviewed. The primary outcome was 30-day mortality. Secondary outcomes were hospital length of stay and serious morbidity (defined as return to the operating room, cardiac complication, sepsis, shock, ventilation >48 hours, unplanned reintubation, or cerebrovascular accident or stroke). Because this research involves only deidentified patient information, it did not require institutional review board approval from the University of California, San Francisco.
Predictors of serious morbidity and 30-day mortality were identified in univariate logistic regression. Multivariate predictors were identified using backward-stepwise logistic regression. Statistical significance was defined as P < .05. WBC count >10 000/μL 1.3 (0.9-2.1) .21
Albumin <3.5 g/dL 7.1 (4.5-11.1) <.001 1.9 (1.0-3.6) .04
Hematocrit <35% 3.5 (2.3-5.4) <.001
Serum creatinine >1.1 mg/dL 1.2 (0.8-1.9) .33
Open surgical approach 4.9 (3.2-7.4) <.001 1.7 (1.0-3.0) .05
Abbreviations: ASA, American Society of Anesthesiologists; BMI, body mass index (calculated as weight in kilograms divided by height in meters squared); COPD, chronic obstructive pulmonary disease; OR, odds ratio; PEH, paraesophageal hiatal hernia; WBC, white blood cell.
SI conversion factors:
To convert albumin to grams per liter, multiply by 10; to convert creatinine to micromoles per liter, multiply by 88.4; to convert hematocrit to proportion of 1.0, multiply by 0.01; and to convert WBC count to ×10 9 per liter, multiply by 0.001. Discussion | In a large-scale national registry, emergency PEH repair was uncommon (3.6% of cases) but was associated with an unadjusted 9-fold increased odds of mortality and a 5-fold increased odds of serious morbidity. After adjustment for patient factors and operative technique, however, emergency PEH repair predicted serious morbidity but not mortality. These results reinforce the idea that the primary driver of surgical outcome was patient frailty, and, as such, frailty should be assessed whenever recommendations for PEH are being made. We also found very low mortality and morbidity rates associated with elective laparoscopic PEH repair in the modern era. At the time of the Markov analysis in 2002, the mortality rate associated with elective PEH repair was 1.4%. Laparoscopic surgery and open surgery have become safer since then, with our study reporting less than half (0.6%) the mortality after elective repair than that in 2002 (and consistent with other reports 5 ). The mortality and morbidity rates associated with laparoscopic PEH repair were on par with those associated with laparoscopic cholecystectomy. 6 With such excellent shortterm outcomes, elective laparoscopic repair should be weighed into treatment recommendations for patients with a PEH, particularly younger patients. 
Results

SI conversion factors:
To convert albumin to grams per liter, multiply by 10; to convert creatinine to micromoles per liter, multiply by 88.4; to convert hematocrit to proportion of 1.0, multiply by 0.01; and to convert WBC count to ×10 9 per liter, multiply by 0.001. a Serious morbidity was defined as a return to the operating room, cardiac complication, sepsis, shock, ventilation for more than 48 hours, unplanned reintubation, or cerebrovascular accident or stroke.
Roux-en-Y gastric bypass (RYGB) is the most common bariatric surgical procedure performed in the world. 1 Although RYGB surgery causes a marked reduction in food intake and induces remission of food addiction, 2 it is associated with an increased risk of developing alcohol use disorders. 3 It is likely that RYGB-related changes in gastrointestinal anatomy alter the pharmacokinetics and subjective effects of ingested alcohol, 4 which contributes to the increased risk of alcohol use disorders. However, results from previous studies are limited because (1) blood alcohol concentrations (BACs) were measured in venous blood samples, which underestimates the peak BAC delivered to the brain in patients who have had RYGB surgery, and (2) the subjective effects of alcohol have not been assessed using validated questionnaires. The purpose of the present study was to evaluate the effect of RYGB on the pharmacokinetics and subjective effects of ingested alcohol, using arterialized blood samples and a validated questionnaire.
Methods | Eight women who had RYGB surgery (hereafter referred to as the RYGB + group) within the last 1 to 5 years (mean [SD], 2.2 [1.2] years) and 9 women scheduled to have RYGB surgery at Barnes-Jewish Hospital in St Louis, Missouri (hereafter referred to as the RYGB − group), provided written informed consent and participated in our study (Table) , which Abbreviations: BAC, blood alcohol concentration; BMI, body mass index (calculated as weight in kilograms divided by height in meters squared); FFM, fat-free mass; RYGB + , women who had a Roux-en-Y gastric bypass; RYGB − , women who did not have a Roux-en-Y gastric bypass. a P values indicate that the values given are significantly different from the corresponding "RYGB − " or "Before RYGB" value. b P < .001. c P = .002. d The present study is underpowered to detect clinically meaningful differences in history and pattern of alcohol use. e One standard drink contains about 14 g of pure alcohol (approximately 17.7 mL of alcohol). f P = .004. g From the time of the first sip of alcoholic beverage, which was consumed over 10 minutes. h P = .04. i P = .006.
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